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1000 INITIAL COMMENTS {000
A licansure survay was conducted from October
156, 2007 thru October 16, 2007. A randam
sample of two residents was selected from a
resident population of three females with various
disabilittes. The findings of the survey wara
based on obsarvations, interviews with staff in the
L ». .| home, aswell as a review of client and
. | administrative records, including incident reports.
1043 3602.2(c) MEAL SERVICE / DINING AREAS 043
Modified diets shall be as fallows!
() Reviewed at least quarterly by a dietitian. 350220 .
Lo . t'll;he QMRP will review the records monthly 5o as to track
- . . . . ¢ review requirements for cach clinical service for each
L This Statu?e 3 !mt mat as ewdenc_ed By: person supported. The QMRP will proactively notify each
- | Based on interview and record review, the Group discipline routinely of their review responsibilities for oech
-+ .'| Homae for persons with Mental Retardatian person supported, .. 12-20-07.
;| (GHMRP) falled to ensure that one of four The QMRP will report fuilures to completo such reviews to
' .| residents with modified diets had been reviewed the residential director who will in turn otify the specific
... .| atleast quarterly by the consulting dletitian, discipline of their deadline to complete the task. Failure to
" | (Resident #2) do 50 at that point will result in follow up action by MTS
(withholding checks, tetmination of Agreement, etc.)... 12-
.| The finding inciudes: 2007 .
. , The nutritionist will be notified by the residential director
Resident #2's January 2007 physician's orders ﬂ’:s :ke }’:;“:“1 W‘r‘: and C‘{’“Pllele her review cycles for each
.| indicated that she was prescribed a regufar low basis. 12 1o.qp " & timely manver on a routine
.. .-} cholesteral,law sadium diet. Review of Resident 35022 will be attached t . .
'_ -, | #2's records revealed that & nutritionist reviewed , Hbes ched to amplify the point.
) ‘1 her diet plan on November 28, 2006, June 8,
St 1 2007, (seven months later) and October 10, »
| o 12007 At the time. of the survey, the facllity failed
L.i0 | lashow avidence that a dietitian or nuirifionjst
-~ | had reviewed Resident #2's modified diet plan at
© | least quarterly. ‘
1000 3504.1 HOUSEKEEPING [ago
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1080 | Continved From page 1 {080
The interior and exterior of sach GHMRP shall ba
.| maintained in a safe, clean, orderly, attractive,
-+ | and sanitary manner and be free of
1 accumuiations of dirt, rubbish, and objactionabla
| odors.
This Statute is not met as evidenced by: 3504.1
.| Bascd on observation and staff interview, the
| GHMRP failed to maintain the facility ina Living Room
safe,clean,orderly and sanitary manner.
‘ 1. The love seat and sofa will be cleaned by...12-
The findings include: 15407,
2. The living room walls will be washed down
During an environmental inspection on October by...12-15-07.
16, 2007, the followlng concerns were identified:
The Basement
L Living Room: 1. Resident #1°s paiched wall will be sanded own
Lo . and repainted by...12-30-07.
| 1- The sofa and lave seat appeared to be dirty 2. Resident #4’s bedroom door will receive the
and stained. Additionally, the pillows belonging to second coat of pajnt it nceds by. .. 12-20+07.
the living room furnlture, were observed 1o be 3. Resident #3's closet door knob will he tightened
spiled also. by...12-6-07.
2. The living room walis were soiled. Bathroom
: . 1. The protruding wall najl will be removed
The Basement: by...12-6.07.
ot | 10 Peeling paint was observed otn the frame of The facility manager will audit the physical environment of
- - | the door leading to the basemen the horse on a weekly basis and report al maintenates
: © concerns to the residential director for fo)low up...12-15-
.| 2. The stairwell leading from the basement's 07.
| third step from the bottom wss cracked under the Quincy is a high maintettance home and MTS? long term
base of the step exposing the wood, goal is to relocate the individuals served there 1o bettor
L locations and homes or apartments in better condition...3-
.| The Redreom: 31-07.
.| 1. A patched hole was ohserved on Resident
-.| #4's bedroom wall.
'[eallh Regulation Adminebaton
nie
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2. Residant #4's bedroom door was discolored.
Interview with the Qualified Mental Retardation
. | {QMRP) indicated that a coat of paint was
- -+ { needed as the previous coat of paint showed

", | thraugh the doaor,

3. The closel's door knob of Resident #3 was
'| observed to be loose.

"1 Bathroom:

| Anail was protruding from the e of the
bathroom wall located on the second floor,

3520.3 PROFESSION SERVICES: GENERAL 1401
PROVISIONS

. | Professional services shall Include both diagnosis
-} and evaluation, Including identification of
oo | developmerttal levels and needs, weatment
e | services, and services designed to prevent
e 0 | deterloration or further loss of functien by the
| resident.

- | This Statute is not met as evidenced by:
.| Based on staff interview, and racord review, the
| GHMREP failad to evidence of a podiatry consuit
| to included diagnosis and evaluations for one of
the two resldents in the sample. (Resident #2)

E -',' The finding includes:

- - | Review of Resident #2'¢ medical record on

.| October 18, 2007 at 11:49-AM, revealed a

| nursing note dated August 14, 2007. The Eﬂt&

revealed that the resident had a blister on her Nursing will follow up with podiat inthe
s | right foot Further review of the record revealed documfmation uccdeg of thep;:"cnllowr/y ut]g 32;?2::1 resident
- '{ that an appoiniment was scheduled for the #2...12-15-07, '
.| resident to be seen by her Podiatrist A nursing
|5 ol note dated September 26, 2007 revealed that
‘Health Reguiation Administration } _
STATE FORM o R5TE11
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An interview was conducted with the GHMRP's
nurse on October 16, 2007. According to the

| nurse the condition of the resident's foot _
worsened and she wea sent back to the podiatrist

to be evaluated, On September 11, 2007 a
hursing note indicated that the resident was sean
by the podiatrist on the aforementioned date.

| The nursing note indlcated that Keflax 500 mg

was prescribed and to soak the resident's foot in
Epsom Salt.

At the time of the survey, there was no
{ documented evidence of & podiatry conauit to

determine the resident's diagnosis and/or the

"' | necesslty for the prescribed medication.

3520.4 PROFESSION SERVICES: GENERAL
PROVISIONS

Frofessional services shafl include an annuai
health inventory of each resident,

This Statule is not met as evidenced by;

. | Basad on staff interview and record reviaw tha

Group Home for Mentally Retarded Persons

| (GHMRP) falled to ensure the provision of an

annual haalth inventory as required by this
section.

- | The finding Includes;

Record review oh October 16, 2007 at

| approximately 3:00 PM revealad thet Rezident

#2's Primary Care Physician (PCP) cotiducted an

| annual health inventory on Qctober 13, 2008.
".'{ Record verification with the GHMRP nurse

revealed that the residenf's annual health
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1401 Continued From page 3 [ 401
another appolntmant was made for podiatry for
September 11, 2007,

Resident #2 js receiving the presctibed treatinents and her
foot Is improved... 12-5.07.

i 402

35204

The health inventory for resident #2 has been updated at
this point... 12-547,

The QMRP attempted 1o obtain the i nventory beforc the
expiration date of the old inventory but was unsuccessful.
MTS QMRPs do not develop ISPs for individuals served in
CRF environments. That is common in our system and as a
result, providers have Iess control jn insuring that
assessments are cotnpleted in a timely manner. The QMRP
will track the expiration dates of al] required assessments
for each person supported and will notify the relevaqt
disciplines in proactive manner when assessments arc
comming due__12-30-07.

The DDS case manager will also be notified when
assessments are not obtained in a timely masnner. The

QMRP will docitment efforts to obtain such information in
the QMRP notes....... 12 30-07.

l

-, Health Regul

ation Administration
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inventory had expired and that the resident had
&n appotntment scheduled for October 22, 2007.

At the time of the survey, the GHMRP failed to
... | ensure thal Resident #2's health Inventory had
~ | been ypdated and current.

1 r437) 3521 7(g) HABILITATION AND TRAINING 1 437

The habilifation and training of resldents by the
-0 . | GHMRP ghall include, when appropriate, but not
- | be limited to, the following areas:

S| (@) Communication (including language

.| development and usage, signing, use of the
. | teléphone, letter writing, and availability and
=1 utilization of communications medis, such as

.| books, newspapers, magazines, radio, television,
telephone, and such specialized equlpment as
may be required);

--| This Statute is not met @s evidenced by:
. '{ Based on observations, interview, and record
- | revigw, the GHMRP failed {o ensure that one of
| twa residents in tha sampla received trajhing in
. | learning her address and/or telephone number to
| tha extent of their capability, (Resident #2)

“ " | The finding includes:

The facility failed to ensure that a program was

. | developed to frain Resldent #2 to reslieflearn her '
. '| address apd/or telephone number as evidenced " 3521.7 (r).
" | below:

' The QMRP will develop 8 program to-teach reside:
. _ ) nt #2 to
| Interview with Qualified Mental Retatdation recite her addtess and telephone number, This program wiil.

" | Professional (QMRP) and record review on be implemented by...12-20-07,
" | October 18, 2007 ai 10:50 AM revealed that

: Res:dent#e had program abjeclives 1o identify
o coins, putting lotion on herself and saying
Haanﬁ Raguianon Adminisiration
" S TATE FORM bt R5Te11
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. "excuse me" when interrupting others. Further

review of the record revealed that the resident

. . | bad a psychological assessment dated

; | December 9, 2006, Aceording ta the assessment

3 .| the client was able to identify her name, however,

u | She could hot state her address or telephone

o ~.¢| number,

" | Atthe time of the survey there was no

: | documented evidenea that the GHMRP

.- | addresaad the need for the resident to

| resite/learn her address and/or telephone

g , number.

' 3521.7(h) HABILITATION AND TRAINING 1438

The habilitetion and training of residents by the
'’ | GHMRP shall include, when appropriate, but not -
- | be limited to, the following areas:

(h) Inteypersenal and soclal skills (including
sharing, courtesy, cooperation, respongibility and
.. | age-appropriate and culturally normative sogial

.| behaviars and relationships involving peers of the
- .| same and different sex, younger and older
* | persons and person in authority):

-] This Statute is not met as evidencad by:
Based on observation, interview and recotd
review the GHMRP fajled to ensute training for
| | social and adaptiva behaviors were measurable
i | for one of the two residents In the sample,
st | Resident #1

.| The finding Includes:

.| Observation of the medication pass on October

| 15,2007 beginning at 9:40 AM revealed Resident
it {1 was administered Trifluoperazine Zmg.

) __‘_.»_.I-iéalth Regulation Administration
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The record fer a ragident ' s prescribed cantrollad
substances shal] include the following:

(d) Date dispensed, amount and expiration date;
and... -

.| This Statute is not met as evidencad by:

Based on interview and record raview, the facility

"1 falled to maintztin afl controlied drugs records with
c ithe date of dispensed.

The finding Includes:

.| Observation of the medication pass was

conducted on October 15, 2007 beglnning st 2140

-1 AM. The facliity's Medication Administation
| Record (MAR) was reviewed on Qctuber 15,
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WASHIRGTON, DG 20017
SUMMARY SETATEMENT OF DEFICIENCIES ]
FRUmX | (FACHDEFICIENGY MUST BE PAEGEDED Y FULL PREFIX (BACH CORRECTVE ACTION SO BE | cotore
TAGQ REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APFROPRIATE DATE
DEFICGIENGY)
1438} Continued From page 6 | 438
Interview with the GHMRP's nurse revealed that
the medication was prescribed for behavior.
* | Interview with Qualiified Mental Retardation _
| Professional (QMRP) and review of the record on 3521.7 (h)
Oclober 16, 2007 revesled that Resident #1 had
.| a Behavior Support Plan (BSP) dated February The BSP itsclf outlines the strategies staff is to employ to
"1 10, 2007. Further review of the BSP revealed pravent episodes of the target behaviors and to abate them
: i | that the resident had the fallowing target when they ocour.... 12-5-07.
. | behaviors; screaming; hitiing-threatening o hit E’g ‘:SYU;I;I‘:“S?’.“ will review the BSP based on 3521.7 (h)
& <. | running around hame; refusal of personal . e ; nine j{ it needs to be modified to give staff more
:“ g - . . N i pecilic mstructions about the strategies and/or to add
. | hygiene, taking food inappropriataly; anger, strategics. The program review will gccur by. .. 12-28-G7
talking to herself, resisting soclalization angrily, In modjﬁcaﬁgn!; are deemed necessary ﬂrw y;;,'ill be
and staying up very late at night when asked to completed by... 1-05-08. e
a S 1goto sleep, According to the ESP Resident #1's StafT will be trained on implementing the new strateples (If
- . | objsctive was "target behaviors will decrease to any) by...1-15.08.
S I zero for nine consecutive months. ‘
& At the time of the survey the GHMRP failed to
i " .. | provide evidence of training to address each of
. - | the aforementioned targeted behaviors,
3522 6(d) MEDICATIONS 1478

3522.6 (d)

The RN will review this issue with the medication nurse to
insure that she documents such medication administration
on the MARs consistently, ., 12.20-07.

The RN will review the MARs at minimum bimonthly to
insure that ail medication passes are properly documented
on a copsistent basis. ..12-20.07,

éallii -Régvui

ation Administration
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2007 at 11:07 AM. Review of the "Contraliad
Medication Record” reyealed that Residant #3
| Was administered Tylenol #3, several days fora
swollen jaw, Further raveiw of the “Cantrolled
.. | Medication Record” revealad that there was no
~ " '| documented evidence of the month that the
.. | Tylenol #3 was agministered to the resident.
.| There was ne evidenc that the faciity
maintained all controlled drugs records with the
date dispansed and amount.
Honith Rggu ailon AdminiQMOr;
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